Objectives: To investigate methods that older Holocaust survivors and their age peers use in order to maintain the best possible life and to examine associations between these methods and subjective well-being. Method: Participants were 481 older Israelis (mean age 77.4 ± 6.7 years): Holocaust survivors (n = 164), postwar immigrants (n = 183), and prewar immigrants (n = 134). Measures included sociodemographics and indicators of health and well-being. Respondents were asked to answer an open-ended question: "What are the methods you use to maintain the best possible life?". Answers were coded into eight categories. Results: Holocaust survivors were significantly less likely to mention methods coded as "Enjoyment" (32.3%) relative to postwar (43.7%) and prewar (46.2%) immigrants and significantly more likely to mention methods coded as "Maintaining good health" (39.0%) relative to postwar (27.9%) and prewar (21.6%) immigrants. Controlling for sociodemographics and health status, Holocaust survivors still differed from their peers. Discussion: Aging Holocaust survivors tended to focus on more essential/fundamental needs (e.g., health), whereas their peers tended to focus on a wider range of needs (e.g., enjoyment) in their effort to maintain the best possible life. Our findings may add to the proactivity model of successful aging by suggesting that aging individuals in Israel use both proactive (e.g., health) and cognitive (e.g., accepting the present) adaptation methods, regardless of their reported history during the war.
Aging is s a progressive process in which older individuals may learn how to make adjustments in order to live with physical, social, and psychological age-related losses and changes (e.g., Harmell, Jeste, & Depp, 2014) . The proactivity model of successful aging emphasizes the potential of all older individuals to plan ahead in anticipation of, and in response to, age-related inevitable losses and changes (E. Kahana & Kahana, 1996) . The current study relies on the proactivity model of aging and on the understanding that older individuals can actively influence the way they age. Our aim is to explore the methods that older individuals report that they use in order to maintain the best possible life. We also seek to understand whether older individuals who have survived the Nazi camps differ in the prevalence of methods they report using in order to maintain the best possible life, relative to their age peers who were not held in Nazi camps at any time during World War II (WWII; though they may have experienced other war-related traumas).
The lengthening of the average human life brings new challenges to the study of aging (United Nations, 2010) and in particular to the study of successful aging (e.g., Rowe & Kahn, 1998; Martinson & Berridge, 2015; Stowe & Cooney, 2015) . Whereas Rowe & Kahn (1998) have defined successful aging based on outcomes (i.e., high physical/cognitive functioning, absence of diseases, and active engagement with life), the proactivity model of successful aging (E. Kahana & Kahana, 1996) emphasizes the potential of all older adults to meet the challenges of aging. For example, an older individual may suffer from some functional limitations while feeling satisfied and happy with his/her life (e.g., Stowe & Cooney, 2015) . The basic assumption of the proactivity model is that illnesses, functional limitations, and social losses are among the normative stressors of aging. Therefore, the proactivity model seeks to identify ways in which aging individuals proactively engage in an effort to normalize their lives in the midst of age-related stressors. The proactivity model suggests that proactive adaptations mediate the link between cumulative stress (e.g., loss and illness), internal resources (e.g., coping style), external resources (e.g., financial support and social support), and the outcome of well-being (E. Kahana, Kahana, & Zhang, 2005) . Consequently, our study seeks to identify methods (e.g., proactive methods) that aging individuals report they use to maintain the best possible life. We will also explore the associations between these methods and well-being.
E. Kahana and Kahana (1996) explained that proactive adaptations can be classified into preventive (health promotion, helping others, and planning ahead) and corrective (marshalling support, role substitution/role engagement, and activity/environmental modification) adaptations. Whereas preventive adaptations are undertaken to avert stressors and to build external resources, corrective adaptations are typically activated by stressors such as social losses or illness situations. An update to the proactivity model (E. Kahana, Kahana, & Kercher, 2003) introduces emergent adaptations (technology use, health care consumerism, and self-improvement). Several studies were conducted in order to validate this classification. For example, a longitudinal research has shown improved quality of life among older adults (aged 72-98 years) who engaged in several proactive health behaviors, such as exercising and giving up smoking (E. Kahana, Kelley-Moore, & Kahana, 2012) . In contrast, a review by Ouwehand, de Ridder, and Bensing (2007) reported that proactive methods to cope with aging vary among and within individuals and depend on the individual's personal goals, the specific potential stressors people may encounter, and the extent to which they experience these stressors as a threat to their goals.
The case of the Holocaust may be particularly interesting for the study of proactive aging, for several reasons. First, the Holocaust is probably the most extreme form of widely experienced trauma (Ayalon, 2005) . Second, the Holocaust took place more than 60 years ago and all living Holocaust survivors are now in their latest years of life. Third, scientific evidence suggests that a substantial proportion of Holocaust survivors who lived to old age present with relatively high resilience (Shrira, Palgi, BenEzra, & Shmotkin, 2010; Shmotkin, Shrira, Goldberg, & Palgi, 2011) and even with posttraumatic growth (Dekel, Mandl, & Solomon, 2013; Lev-Wiesel & Amir, 2003) . Therefore, it is interesting to study the unique methods that aging Holocaust survivors use in order to maintain the best possible life. It may be that these methods vary among Holocaust survivors and comparison groups of their age peers and that associations exist between these methods and subjective measures of well-being. Several empirical studies have described methods that Holocaust survivors use in order to adapt to aging. Greene, Hantman, Sharabi, and Cohen (2012) , for example, argued that survivors rebuilt their lives by forming families, establishing careers, and participating in the community (see also Helmreich, 1992) . Harel, Kahana, and Kahana (1988) emphasized the role of social support, whereas Lomranz (1990) emphasized the role of family and communication within the family as a major vehicle for coping with aging among Holocaust survivors. Giving meaning to the traumatic life experiences of the Holocaust has also been linked to positive coping in aging, as well as leaving a legacy (Greene et al., 2012) and being able to forgive (Hantman, 2010) , remember, and share stories from the past (Cohen, Meek, & Lieberman, 2010) . Despite this body of literature, there has been a paucity of studies exploring perspectives of aging Holocaust survivors on their own aging process. Our aim is to study reported methods to maintain the best possible life among aging Holocaust survivors and comparison groups of their age peers. We also seek to identify associations between these methods and subjective feelings of wellbeing. We chose to measure subjective well-being (Diener, 2000) using a multidimensional approach that combines several measures: self-rated health, depressive symptoms, and life evaluation. Note that although self-rated health is often used as a simple proxy measure for health status, it can also be regarded as one of several facets of wellbeing because it integrates a wealth of knowledge, not only about one's physical health status but also about psychological health (Picard, Juster, & Sabiston, 2013) , with more emphasis on the latter in older ages (Schnittker, 2005) .
We studied an Israeli sample of older individuals who survived Nazi concentration and work camps along with comparison groups of their age peers who immigrated to Israel from Europe before or after WWII. Three exploratory research questions were identified: (i) What are the methods that older individuals in Israel use in order to maintain the best possible life? (ii) What are the differences between Holocaust survivors and their age peers who immigrated to Israel pre-and post-WWII in the methods they use in order to maintain the best possible life (and are these differences preserved after controlling for background variables)? (iii) What are the associations between the methods that older individuals in Israel use in order to maintain the best possible life and subjective well-being (self-rated health, depressive symptoms, and life evaluation)?
We do not have reports of the specific Holocaust and warrelated traumas experienced by our participants (we only know if they have been in Nazi camps or not). Nevertheless, findings from this study may contribute to our understanding of aging among Holocaust survivors and the link between proactive aging and the Holocaust.
Method

Participants
The sample included 481 older Israelis aged 60-93 years (mean age 77.4 ± 6.7 years). Of the sample, 69% were women and 49% were married. The mean educational level of the participants was 11.5 years (±4.1). Most (81%) were independently living in the community; the remainder resided in retirement housing ( Note: χservices for the older population in their municipality or retirement housing centers in which they lived, or by the snowball method through contacts suggested by previous interviewees. Initial contact was made by phone, and actual interviews were conducted at participants' homes by research assistants, psychology students trained by two of the researchers. Interviews lasted 2-3 hours. All participants signed an informed consent form before the interview began. The interviewer provided the participant with the response scale for each set of questions (in large font), read each question aloud, and noted the response in the questionnaire. Explanations, follow-up questions, and clarifications that may have been needed were all included in the questionnaires, as these were used only by the interviewers, in order to ensure standardization.
Measures
Sociodemographics included year of birth, sex (female/ male), marital status (first time married, second time married, living with a partner, widowed, divorced, unmarried, or living alone), year of immigration to Israel, years of education, and level of religiosity (secular/traditional/religious/ orthodox). Disease burden was computed based on a list of 28 diseases, weighted by self-reported current severity. The interviewer read aloud each disease label and asked participants whether they were ever diagnosed with it, were diagnosed in the past but were not currently afflicted with it, or were currently afflicted with the disease, and, if ever afflicted with it, how severe was the disease at present (low/ moderate/severe). The measure used in the analyses was the number of diseases that the participant reported having at the past and/or present time, each weighted by the current severity reported, to represent lifetime and current disease burden.
Functional limitations were assessed using the mean of four items (Cronbach's alpha = .75; all reliabilities reported are for the present sample) from the Medical Outcomes Study Short-Form 20 (Stewart, Hays, & Ware, 1988) , asking participants to rate the degree of difficulty they experienced walking upstairs and performing vigorous activities, moderate activities, and basic activities of daily living, on a scale from 1 (not at all) to 5 (very much; for details see Benyamini, Leventhal, & Leventhal, 1999 , who reported a very high correlation of this 4-item measure with an 18-item version).
Self-rated health was assessed by asking: "Would you say your health now is excellent (5), good (4), fair (3), not so good (2), or poor (1)?". This question was consistently reported to have an independent effect on future health and longevity (Idler & Benyamini, 1997) .
Depressive symptoms were assessed by using the Center for Epidemiological Studies Depression scale (CES-D; Radloff, 1977) . The CES-D asks for the frequency of occurrence of each of 20 depressive symptoms during the past week (α = .71). The response scale ranged from 0 (rarely or none of the time [less than 1 day]) to 3 (most or all of the time [5-7 days] ). Four items are positively worded and were therefore reverse coded before summing the responses. The total score can range from 0 to 60 with higher scores indicating greater depressive symptomatology.
Life evaluation was assessed using Cantril's (1965) SelfAnchoring Scale, worded as follows: "Please imagine a ladder with steps numbered from 0 at the bottom to 10 at the top. The top of the ladder represents the best possible life for you, and the bottom of the ladder represents the worst possible life for you. On which step of the ladder do you feel you stand at this time?" (Deaton, 2008) .
Methods to maintain the best possible life-Following the life evaluation question, respondents were asked: "What are the methods you use to maintain the best possible life?". No definition of the term best possible life or any further explanations were provided. Participants' responses were recorded verbatim by the interviewers. If the participant did not respond or provided a very short answer, they were asked (once) if they would like to add anything.
Note that by using the term "the best possible life" (in contrast to the terms "the best life" or "the good life"), we acknowledge that life in general and aging in particular is not always "perfect," and may include difficulties and challenges (e.g., Ryff, 1989b) . Furthermore, by using the vague term of "best possible life" (in contrast, for example, to the term "best possible aging"), we encourage different interpretations and allow participants to uncover their own priorities and find their own meanings in their current and future being. Lastly, asking participants to list the methods they use to maintain the best possible life without pointing out a specific trigger (e.g., current or past illness; traumatic event) may help them describe how they proactively plan in anticipation for and in response to their aging process.
Analysis
The coding system was developed by three researchers: The last author and two coders, graduate students who were trained and supervised by her. Coding was conducted in three stages: First, each of the three read 20 different participant responses to the question "What are the methods you use to maintain the best possible life?" and came up with a list of themes. After discussion, the team agreed on eight categories, which were used by the two coders to code 100 responses. Each participant response could be coded into more than one category. Agreement rates for the different categories at this stage ranged between 87% and 99%. All disagreements were reviewed and resolved by the team of three and the definitions for the categories were further elaborated. Then, the two coders coded 100 additional responses. Agreement rates at this round ranged between 93% and 98%; (Cohen's Kappas between .78 and .93) . Disagreements were resolved by the team, after which the remainder of the responses were coded by only one coder.
If unsure, she consulted with the team. Statistical analyses (i.e., chi-square test, one-way analysis of variance, post hoc SCHEFFE test, and logistic regression) were performed with SPSS Version 23.
Results
Sample characteristics by group are presented in Table 1 . Prewar immigrants were slightly older and were more likely to be living at home (i.e., not in an institution). Holocaust survivors attained fewer years of education. The groups did not differ in their gender composition or marital status. Comparisons between Holocaust survivors, postwar immigrants, and prewar immigrants on health status revealed significant differences in disease burden but not in functional limitations. Comparisons between the groups in the more subjective measures of well-being revealed significant differences in self-rated health and depressive symptoms but not in life evaluation. Overall, Holocaust survivors reported worse medical status and worse well-being whereas prewar immigrants reported the highest scores on these measures. Table 2 displays the types of responses to the question "What are the methods you use to maintain the best possible life?". Answers were categorized into eight categories, labeled "Family and company" (42.6% of responses), "Enjoyment" (40.5% of responses), "Activity" (32.6% of responses), "Maintaining good health" (29.9% of responses), "Accepting the present" (10.8% of responses), "Do nothing/nothing to do" (8.3% of responses), "Work" (8.3% of responses), and "Belief" (4.2% of responses). Results showed that 200 respondents (41.6%) gave a response that was categorized into one category, and only three respondents (0.6%) gave a response that was categorized into five categories, which was the maximal number of coded categories in one response.
Comparisons between the three groups (i.e., Holocaust survivors, prewar immigrants, postwar immigrants) on the most frequently mentioned response categories are presented in Figure 1 . This comparison was conducted solely on the four most frequently mentioned categories in order to attain a minimum number of participants (n ≥ 29) in each group. Results showed that fewer Holocaust survivors (32.3%) reported methods coded as "Enjoyment" relative to postwar (43.7%) and prewar (46.2%) immigrants (p = .03). In addition, the Holocaust survivors were significantly more likely (39.0%) to mention responses coded as "Maintaining good health" relative to postwar (27.9%) and prewar (21.6%) immigrants (p = .004). There were no significant differences between the groups in the use of responses that were categorized into the categories "Family and Company" (p = .74) and "Activity" (p = .51).
Next, we used multivariate logistic regression analyses to test whether these differences between the groups persist after controlling for sociodemographics and health status (Table 3 ). In the first step (not shown), only the groups were entered as dummy variables (with Holocaust survivors as the reference category). In two of the categories, "Maintaining good health" and "Enjoyment," Holocaust survivors significantly differed from both groups of immigrants (p < .05). After adding the covariates (age, gender, marital status, level of education, disease burden, and functional limitations) to the model, Holocaust survivors were 2.2 times more likely to use the category "Maintaining good health" relative to prewar immigrants. In addition, prewar immigrants were 1.9 times more likely to use the category "Enjoyment" relative to Holocaust survivors. The differences between postwar immigrants and Holocaust survivors in the prevalence of these two categories, after adding the covariates, were in the same direction but above the .05 significance level (p = .09 and p = .059, for "Health" and "Enjoyment," respectively). No significant differences were found among the study groups regarding the use of "Family and company" or "Activity," with or without the covariates. Finally, we tested differences in sociodemographics, health, and well-being between participants who did and did not mention responses that were categorized into each of the four main categories (see Table 4 ). Relative to participants whose answers were not categorized into "Enjoyment" or "Activity," participants whose answers were, were younger, had a lower disease burden, and less functional limitation.
Discussion
The purpose of the current study was to investigate methods that aging Holocaust survivors and their age peers in Israel use in order to maintain the best possible life.
We used an open-ended format that allowed participants to individually define the methods they use in order to maintain the best possible life, according to their subjective interpretation of this term. Coding of the responses into eight categories revealed interesting findings: Aging individuals in Israel reported that they maintain the best possible life by using a combination of proactive methods (e.g., spending time with family members) and cognitive methods (e.g., accepting the present as it is). These reported methods were partly related to participants' physical status (disease burden and functional limitations) and to their life history during WWII. Rowe and Kahn (1998) explain that successful aging can be measured objectively by looking at (i) high cognitive and physical functioning, (ii) low probability of disease and disability, and (iii) active engagement with life. This definition of successful aging has been criticized by a growing body of research, which suggests that a subjective feeling of successful aging can occur even when diseases or disabilities are present (e.g., Martinson & Berridge, 2015; Stowe & Cooney, 2015) . Our study joins this growing body of literature that criticizes the Rowe and Kahn's approach, by looking at measures of disease and functional limitation in conjunction to measures of subjective well-being. Our understanding was that subjective well-being seems to better describe successful aging in its wider definition (Jopp et al., 2015) and therefore our goal was to explore how methods to maintain the best possible life are linked with these subjective measures of well-being. We also examined background factors (i.e., history during WWII, diseases, and functional limitations) that may be linked with methods to maintain the best possible life and with subjective well-being. We will discuss the findings according to our three exploratory research questions.
Our first research question was "What are the methods that older individuals in Israel use in order to maintain the best possible life?" Eight different categories were derived from participants' answers to the question: Family and company, Enjoyment, Activity, Maintaining good heath, Accepting the Present, Work, Do nothing, and Belief. It may be interesting to compare these eight categories to E. Kahana and colleagues' (2003) list of preventive and corrective adaptations. Our category of Family and company may parallel both Kahana's preventive adaptation of 
Maintaining good health helping others and Kahana's corrective adaptation of marshalling support; our categories of Activity and Work may parallel Kahana's corrective adaptation of role substitution/engagement; our category of Maintaining good health may parallel Kahana's preventive adaptation of health promotion; and our category of Belief may parallel Kahana's category of self-improvement (i.e., seeking spiritual or personal growth), which is listed as an emergent adaptation (preventive and/or corrective). The rest of our categories (Enjoyment, Accepting the present, and Do nothing) do not parallel any of Kahana and colleagues' (2003) categories of proactive adaptations. It may be that our last three unmentioned categories represent cognitive adaptations and therefore were not listed as proactive adaptations, which are mostly behavioral. This gap suggests an important addition to the proactivity model: Cognitive adaptations (e.g., Accepting the present), along with active focusing on the positive (Enjoyment) can also help aging individuals cope with age-related losses and changes. Furthermore, there may be some occasions (e.g., when one has to face an unchangeable situation) in which cognitive adaptations are as important as proactive adaptations, in order to promote the best possible life among aging individuals (Taylor, 1983) . Beside the proactivity model of successful aging (E. Kahana et al., 2012) , which has been mainly tested quantitatively, several qualitative studies have tried to identify strategies for successful aging. Interviews with 60 older individuals yielded eight major themes that are commonly associated with successful aging; four of the five most popular of these themes (i.e., health, activity, personal growth, happiness/contentment, and relationships) also emerged as popular categories in our study (Knight & Ricciardelli, 2003) . Another study, based on interviews with 24 older individuals, provided some support to our results by highlighting, for example, that relationships with family and friends (i.e., to feel that other people care for you and that you care for other people) can help old people age successfully (Hörder, Frändin, & Larsson, 2013) . Lastly, Ryff's (1989a) qualitative study with 102 aging individuals suggested that family, health, and activity are the most important things to older individuals. These results resemble our findings, as Family and company, Maintaining good health, and Enjoyment were three of the four most popular categories that emerged from our data.
Our second research question was "What are the differences between Holocaust survivors and their age peers who immigrated to Israel pre-and post-WWII in the methods they use in order to maintain best possible life?" Our findings suggested that Holocaust survivors were less likely to report using Enjoyment and more likely to report using Maintaining good health as a method to keep up with the best possible life, relative to individuals who immigrated to Israel pre-WWII (or were born in Israel) and to those who were in Europe during the war but not in Nazi concentration or work camps (postwar immigrants). These findings suggest that aging Holocaust survivors tend to focus on more essential/fundamental needs (e.g., health) whereas the other two groups tend to focus on a wider range of needs (e.g., enjoyment). We went on to explore whether these differences simply reflect differences in age and health between the groups. In the multivariate analyses, controlling for sociodemographics, disease burden, and functional limitations, the differences between Holocaust survivors and postwar immigrants were slightly smaller and no longer significant at the p less than .05 level. However, differences between Holocaust survivors and prewar immigrants in the methods used to maintain the best possible life remained unchanged after the adjustment.
These findings raise some thoughts about the developmental influences on the formation of the methods to achieve the best possible life. Although our data are not longitudinal and cannot present or explain changes across the life span, our adjusted analyses suggest that the events experienced by Holocaust survivors early in life have influenced the extent to which they put more emphasis on health and less emphasis on enjoyment as methods to achieve the best possible life. Note that almost all our participants (85%) were 20 years old or younger when the war began, so it may be that the life-threatening situation of the war led them to adopt a different philosophy of life, which determined priorities during old age. This was most strongly seen among the Holocaust survivors in comparison with the participants who lived in Israel during the war. Participants who were in Europe during the war but not in Nazi camps seem to be midway between these groups in terms of their greater emphasis on maintaining health and less on enjoyment. Armour (2010) demonstrated how Holocaust survivors present "intentional engagement in behaviors designed to focus explicitly on the things that matter most after trauma" (p. 440). In other words, during the adverse event of the Holocaust, health probably mattered the most whereas enjoyment mattered the least. This may explain why Holocaust survivors continued to engage in activities that were aimed at ensuring what might eventually matter the most.
It is important to note that some previous studies have suggested that Holocaust survivors put more emphasis on their families and their social networks while presenting with slightly more stable families and extensive social networks/interactions relative to their peers (Harel, 1995) . These previous studies also suggested that the value of the family and the continuation of the genetic line were particularly important to Holocaust survivors (Harel, 1995) . Nevertheless, our data showed that aging individuals in Israel (regardless of their life experience during WWII) put an emphasis on their families and their social networks, with no significant differences between the groups (about two fifths of the participants in all groups provided answers that were coded as "Family and company"). One explanation for this finding could be the traditional family values and patterns that are common among all cultural and ethnic groups in Israel (Lavee & Katz, 2003) .
Our third research question was "What are the associations between the methods that older individuals in Israel use in order to maintain the best possible life and subjective well-being?" Our data showed significant associations between several of the reported methods (Enjoyment, Family and company, and Activity) and subjective indicators of well-being. More specifically, participants whose answers were coded into the category Enjoyment reported a significantly lower level of depressive symptoms and participants who used the category Activity reported better self-rated health. However, these participants (whose answers were coded into Enjoyment or Activity) were also significantly younger and reported less disease burden and functional limitations. Our cross-sectional data cannot determine causation but it may be that the higher wellbeing found among these older individuals (whose answers were coded into Enjoyment or Activity) is a result of their better disease and functional limitation status and not only linked to the methods that they use. Additionally, it may be that poor health limits the ability to enjoy and be active. Similarly, responses in the activity category were more frequent among the more educated, which may reflect the association between education and engagement in hobbies and cultural activities.
We also found that participants whose answers were categorized into Family and company reported significantly lower levels of depressive symptoms relative to participants whose answers were not categorized into this category. It may be that aging individuals (from all three groups) who did not emphasize Family and company were more depressed as they did not have support and help when needed, while feeling that they have missed the central developmental goal of continuation of the genetic line and having good relations with offspring (Harel, 1995) . Furthermore, this finding supports previous studies suggesting that loneliness and social isolation are linked with depression among older individuals (Prince, Harwood, Blizard, Thomas, & Mann, 1997) .
Our study was, to the best of our knowledge, the first to use an open-ended format to explore methods that older Holocaust survivors use in order to maintain a good life. This use of an open-ended format is one strength of our study as it allowed participants to individually define the methods they use (in contrast to selecting from a predefined list of options). Our use of the "best possible life" allowed them to take into account their life circumstances (in contrast with studies asking about "successful aging," a term that tends to marginalize older persons who experience poor health or life conditions). Another strength of the study is the relatively large sample that consisted of two different comparison groups (prewar and postwar immigrants), in addition to Holocaust survivors (Shmotkin et al., 2011) . Although some previous studies have used the term Holocaust survivors in a more inclusive way (e.g., also for Jews who lived in Germany under the Nazi regime but had left Germany prior to WWII, and for those who lived during the war in hiding or in European countries that were not under Nazi control, such as Russia), our study was designed to address the specific differences between those who had been in concentration camps or work camps under Nazi control and those who had not (Ayalon, 2005) . Last, the sampling procedures are also among the strengths of the study because the participants were not recruited from among a population of Holocaust survivors who sought help or were affiliated with an organization for survivors. Previous studies have shown that Holocaust survivors who are more accessible to researchers may not adequately represent the survivor population at large (Shmotkin & Lomranz, 1998) .
Several limitations should be noted. First, the study population consisted of an Israeli sample of older adults, which limits generalization to non-Israeli older populations and to Holocaust survivors who had immigrated to other countries (e.g., the United States). Moreover, this is not a representative sample of older adults in Israel. Second, we did not have specific reports on the types and levels of trauma our participants were exposed to during WWII. It is possible, for example, that many of the postwar immigrants experienced forms of trauma in places other than the Nazi camps. Third, disease burden and functional limitations were assessed only by self-reports, which were not validated against medical records or physical examinations. Fourth, the use of cross-sectional data precluded any conclusions regarding the temporal order of the measured variables (i.e., the specific methods used in order to achieve best possible life and health/well-being status). Therefore, future research should be longitudinal in nature in order to better understand the effect of using specific methods to maintain good life on health/wellbeing variables.
In sum, our data suggest that older individuals use a wide range of methods that help them maintain the best possible life. In addition, our data suggest that these methods may vary among Holocaust survivors and comparison groups. Although our study focused on comparisons between Holocaust survivors and their peers, and although our study did not use any trauma-specific measures, it may have several implications for the study of trauma in general. For example, our Holocaust survivors were not significantly younger than prewar immigrants, yet they reported significantly worse status on various indicators of well-being. Although this finding is cross-sectional, and although we did not specifically measure exposure to trauma, it might advise that aging individuals who had experienced trauma in childhood or early adulthood could be at risk for posttraumatic influences. Our study can inform future development of interventions aimed at aging Holocaust survivors by highlighting the importance of listening to their subjective knowledge. Furthermore, this study emphasizes the need to promote both proactive and cognitive adaptations among aging individuals. It also calls to strengthen the sensitivity of health care professionals to listen to the subjective voice of older individuals in order to encourage them in their striving for the best possible life.
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